Scrub typhus is an acute febrile disease caused by Rickettsia, and traditionally occurs in autumn. Orientia tsutsugamushi is an obligate intracellular Gram-negative bacterium that proliferates in vascular endothelial cells; this characteristic enables the involvement of multiple organs. The most common clinical features are conjunctival injection, high fever, and lymphadenopathy. Neurological complications, such as meningitis and hearing impairment with suspected cranial nerve (VIII) invasion, were reported in 12.5% cases [1, 2] . However, involvement of brain parenchyma or peripheral nerves is rare. Only three cases of Guillain-Barré syndrome (GBS) related to scrub typhus have been reported [3] [4] [5] . We experienced two cases of scrub typhus-related GBS that presented with severe respiratory failure and were managed with mechanical ventilation, doxycycline, and immunoglobulin.
; alanine aminotransferase (AST), 100 IU/L; alanine aminotransferase (ALT), 110 IU/L; blood urea nitrogen (BUN), 10 mg/dL; creatinine, 0.52 mg/dL; total protein, 6.5 mg/dL; albumin, 3.3 mg/dL; and C-reactive protein, 2.10 mg/dL. Lumbar puncture revealed a glucose level of 74 mg/dL, a total protein level 210 mg/dL, and white blood cell (WBC) count of 20/mm 3 (lymphocytes 90%). Serum O.
tsutsugamushi antibody titer was positive (1:320). There was no serologic evidence of Epstein-Barr virus (EBV) or cytomegalovirus (CMV) infection or reactivation (VCAIgG/IgM +/-, EADR-IgG -/±, EBNA IgG +/-, CMV IgG/ IgM +/-). A human immunodeficiency virus (HIV) test was negative. Two days after admission, weakness in both extremities progressed (upper, grade II; lower, grade II), and he developed a mild disturbance of consciousness. Serum anti-ganglioside antibodies, GD1b IgG and GM1 IgG, and anti-myelin-associated glycoprotein antibody were negative, but GM1 IgM and GD1b IgM antibodies were positive (Table 1 ). An electromyography showed diffuse demyelinated neuropathy, which was prominent in the lower extremities. The brain magnetic resonance diffusion image was normal. Intravenous immunoglobulins were administered for five days (22 g, 400 mg/kg/day), and doxycycline was maintained at 100 mg/12 hr (PO). On day 4 after admission, the patient complained of dysphagia and dyspnea. The patient required mechanical ventilation due to respiratory muscle weakness. Eleven days after admission, he recovered spontaneous breathing, and the ventilator was removed. At 48 days after admission, his MMT grade recovered to normal, and he was discharged without complications. In the second case, a 46 year-old female without any prior medical history, presented at an emergency department having suffered decreased mental status for 12 hours. Before admission, she had visited the local clinic complain- Involvement of the respiratory system is observed in 10-30% GBS patients [3] ; however, there is no evidence of respiratory failure requiring mechanical ventilation among the reported cases of scrub typhus-related GBS [3] [4] [5] .
Typical electromyography findings of demyelinated neuropathy and lower extremity weakness were detected, and GD1b and GM1 IgM antibody results were also positive. A positive result for the anti-ganglioside antibody had not been observed in the reported cases [3] [4] [5] . GBS mortality rates are usually 3-7%, but mortality in patients requiring respiratory support can be as high as 20% [2] . Our cases required mechanical ventilation, but both recovered completely. The second case was combined with pneumonia, diabetic ketoacidosis, and scrub typhus, and was treated 
